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a. 8. a. 1 27" touch screen

’ Sphincterotomy after diagnosis of common bile duct stone Sphincterotomy after diagnosis of hilar stenosis Sphincterotomy after diagnosis of cystic duct leakage

2 Glinterchangeable cartridge

There is a lack of evidence regarding the effectiveness of virtual
simulators to acquire hands-on exposure to Endoscopic Retrograde
Cholangiopancreatography (ERCP). The aim of the present study was to
assess the outcome and construct validity of virtual ERCP when
training on the Gl Mentor Il simulator.

b 3 Wireless keyboard and mouse

Extraction of common bile duct stone with extraction balloon

Brush cytology of hilar stenosis Stent placement to cover the cystic duct leakage

4 Scope hanger

5 Scope connectors

6 Elevation mechanism

7 Computer activation button

8 Rotating tool tray

9 Upperdrawer

Diagnosing and treating cystic duct leakage

10 Lower drawer for Colonoscope, Duodenoscope, etc

11 Foot switch

Table 2. Parameters measured in bile duct stone removal (ERCP Module 1, Case study 4)
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